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reventing atelectasia at
obotic surgery
revenir atelectasia em cirurgia robótica
ear  Editor,
e  read  the  article  ‘‘Robotic  prostatectomy:  the  anes-
hetist’s  view  for  robotic  urological  surgeries,  a  prospective
tudy’’  written  by  Oksar  and  Ocal  with  a  great  interest.1
hey  share  the  anesthetic  management  of  the  robotic
rostatectomy.  We  would  like  to  thank  to  the  authors  for
heir  contribution  with  a  successfully  designed  and  docu-
ented  study.  We  believe  that  these  ﬁndings  will  enlighten
bout  the  anesthetic  management  of  the  robotic  prostatec-
omy.
Robotic-assisted  laparoscopic  prostatectomy  (RALP)  is
 technically  difﬁcult  surgery  requiring  experience.  The
uration  of  the  surgery  is  usually  prolonged  because  of
etailed  preparation  before  surgery.  The  anesthetic  man-
gement  requires  more  attention  than  open  surgery  due  to
neumo-peritoneum.  Prolonged  operation  time,  the  tren-
elenburg  position,  and  increased  intra-abdominal  pressure
ue  to  pneumo-peritoneum  usually  lead  to  severe  atelec-
asis,  increased  level  of  PaCO2 and  acidosis.2--4 However
ntermittent  recruitment  maneuver  should  be  made  to  pre-
ent  and  improve  atelectasis  due  to  pneumo-peritoneum
nd  trendelenburg.  Recruitment  maneuver  especially
efore  extubation  may  improve  postoperative  lung
unctions.5
Consequently,  effects  due  to  excessive  trendelenburg
osition  in  addition  to  classical  complications  of  laparo-
copic  procedure  at  robotic-assisted  laparoscopic  prostate
urgery  should  be  considered.  Increasing  airway  pressure
6ttp://dx.doi.org/10.1016/j.bjane.2015.04.003
104-0014/
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ditora Ltda. This is an open access article under the CC BY-NC-ND
icense (http://creativecommons.org/licenses/by-nc-nd/4.0/).
s  inescapable.  Increasing  minute  ventilation  may  not
e  enough  to  be  maintained  in  the  PaCO2’s  normal
ange.  Pressure-control  mode  forming  lower  peak  pressure
hould  be  preferred  and  appropriate  PEEP  sould  be  setted
o  prevent  atelectasis.5,6 Also  intermittant  recruitment
aneuver  should  be  made  as  needed.
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